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785 Springfield Avenue ~ Summit, NJ 07901

Phone: 908.277.2904 ~ Email  grants@komennorthjersey.org
www.komennorthjersey.org
COMMUNITY GRANT APPLICATION

Name of Organization/Institution:      
Name of Foundation (if applicable):     
Tax ID Number:      
Address:      
City:      
County:      
State:      
Zip Code +4:      
Day-to-Day Contact Person:     
Phone: (Please use direct line if available):      

Fax:      
Email Address:      


Website:      
Title of Program:     
Program Director:     
Degrees and/or Certifications:     
Total Amount Requested:      

     
Program addresses Priority #      in the Community Profile Report 
     
Program does not address a Priority in the Community Profile Report 
Grant Cycle: April 1,       through March 31,      
Please indicate how the grant funds will be used by percentage:

     % Education

     % Screening
         % Treatment 
Cancer Education and Early Detection Program (NJCEED) Provider?
 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
Permission to publish:

Permission is hereby granted to Susan G. Komen for the Cure® to publish the Abstract below should this application be selected for funding
Authorized Signatory: ___________________________
Name and Title (Typed):      



Phone Number:      

Date:      
Target Populations (select up to three):
	Ethnic/Racial Groups 

 FORMCHECKBOX 
  
African American 

 FORMCHECKBOX 

American Indian/Alaskan Native 

 FORMCHECKBOX 

Asian
 FORMCHECKBOX 

East Indian
 FORMCHECKBOX 

Hispanic/Latina(o)

 FORMCHECKBOX 

Middle Eastern 

 FORMCHECKBOX 

Pacific Islander
 FORMCHECKBOX 

White/Caucasian 


	Health Professionals 

 
 

 FORMCHECKBOX 

Health Educators 

 FORMCHECKBOX 

Healthcare Providers 

 FORMCHECKBOX 

Scientists
Other Groups 

 
 

 FORMCHECKBOX 

Co-Survivors 

 FORMCHECKBOX 

College Students 

 FORMCHECKBOX 

Elderly (>65) 

	Patients 

 
 

 FORMCHECKBOX 

Breast Cancer Patients 

 FORMCHECKBOX 

Breast Cancer Survivors 

 FORMCHECKBOX 

Lymphedema Patients 

 FORMCHECKBOX 

Recently Diagnosed Patients 
	 FORMCHECKBOX 

High School Students
 FORMCHECKBOX 

Incarcerated 

 FORMCHECKBOX 

Lesbian/Gay/Bisexual/Transgender 

 FORMCHECKBOX 

Low-Literacy 

 FORMCHECKBOX 

Men 

 FORMCHECKBOX 

Persons With Disabilities 


	Medically Underserved 

 
 

 FORMCHECKBOX 

Homeless 

 FORMCHECKBOX 

Immigrants 

 FORMCHECKBOX 

In a Shelter 

 FORMCHECKBOX 

Migrant Workers 

 FORMCHECKBOX 

Refugees 

 FORMCHECKBOX 

Rural 
	


ABSTRACT
In the space below, please provide a clear, concise abstract describing the program, not to exceed 1200 characters, written for release to the general public should this application be chosen for funding.  Specifically, your abstract should include a short description of your program, the service(s) you plan to provide, your target population, your geographic focus, and any other relevant information.  (The opening sentence will form the “Snapshot” used in our printed matter.)
please type here (1200 character limit)
STATEMENT OF NEED, PURPOSE OF GRANT & EVALUATION:
please type here (12,500 characters limit) FILLIN   \* MERGEFORMAT 


 FILLIN  "please type here"  \* MERGEFORMAT 


 FILLIN  "please type here"  \* MERGEFORMAT 

THE SUSAN G. KOMEN FOR THE CURE®

NORTH JERSEY AFFILIATE

785 Springfield Avenue, Summit, NJ 07901

Phone: 908.277.2904 ~ Email: grants@komennorthjersey.org
www.komennorthjersey.org

Detailed Budget for the Grant Cycle:  April 1,       through March 31,      
Program Name:      
	Personnel & Role:
	Full time/
Part time
	% effort
on project
	
	Salary requested
	Dollar amount requested

	     
	     
	     
	
	     
	     


	     

	     
	     
	
	     
	     

	     

	     
	     
	
	     
	     

	     

	     
	     
	
	     
	     

	     

	     
	     
	
	     
	     

	Supplies (Itemize specifically by category and include vendor name, quantities and cost per item)
	     

	     
	     

	     
	     

	     
	     

	Travel
	     

	Patient Care Costs (Itemize specifically for each procedure and include cost per procedure, etc.)
	     

	     
	     

	     
	     

	Other Expenses (Itemize specifically by category and include quantities and cost per item)
	     

	     
	     

	TOTAL FUNDING REQUEST (Indirect costs not included)
	     


PLEASE ATTACH BUDGET JUSTIFICATION AND LIST OF OTHER 
SOURCES OF CURRENT FUNDING
(Not to exceed two (2) additional pages)
THE SUSAN G. KOMEN FOR THE CURE®

NORTH JERSEY AFFILIATE

785 Springfield Avenue, Summit, NJ 07901

Phone: 908.277.2904 ~ Email: grants@komennorthjersey.org
www.komennorthjersey.org

BIOGRAPHICAL INFORMATION

Information should be submitted for the Program Director and personnel included in budget request only.  Please use a separate form for each person.

_________________________________________________________________________________

NAME:      



TITLE:      
EDUCATION (Begin with baccalaureate or initial professional education, such as nursing, include postdoctoral training).

	INSTITUTION
	DEGREE
	YEAR
	FIELD OF STUDY CONFERRED

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


PROFESSIONAL EXPERIENCE: Please attach and list, in chronological order, concluding with present position, previous employment, experience and honors. (Not to exceed two (2) additional pages per person) 
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